###### What to Learn from this Article?

Presentation of a rare case with complex fracture dislocation. Clinical decision making? A mode of management of delayed presentation of such complex fracture dislocations

Introduction {#sec1-1}
============

Fracture-dislocation of the proximal humerus is typically associated with epilepsy, electrocution or extreme trauma, the so-called "Triple E" syndrome coined by Brackstone\[[@ref1]\]. Bilateral fracture-dislocations of the proximal humeri are usually posterior \[[@ref1],[@ref2]\] and are rare \[[@ref2]-[@ref7]\]. We describe a rare case of a patient who suffered simultaneous bilateral anterior humeral neck fracture- dislocations during an epileptic episode. He subsequently underwent open reduction internal fixation of both fractures.

Case Report {#sec1-2}
===========

A 30 year old male from mallavalli taluk, Mysore presented with severe deformity and unable to move his both upper limbs since 20 days after fall from height. He was sitting over cement well when he had a sudden onset of generalised seizure. He lost consciousness and fell on the ground. There was no external wound and associated injury in other parts of the body. He was taken to a local osteopath and massaging was done. He was later brought to our center 20 days after injury. On presentation he complained of severe bilateral shoulder pain with difficulty in movements of both the shoulders. Physical examination findings included bilateral flattening of shoulder, restricted and painful movements in all ranges of shoulder joint \[[Fig. 1a](#F1){ref-type="fig"}\]. Distal neuro vascular status of both upper limbs was normal. Radiological investigation revealed comminuted fracture neck of right humerus (Neer's 4 part fracture \[[@ref8]\]) and greater tuberosity of left humerus (Neer's 2 part fracture) with bilateral subcoracoid dislocation of shoulder \[[Fig. 1b](#F1){ref-type="fig"}\]. Closed manipulations under general anaesthesia was unsuccessful in reducing the dislocations (as expected in delayed presentations). Open reduction and internal fixation on both the sides was planned. Deltopectoral approach was taken bilaterally. Joint capsule was divided and fracture site directly visualized. On left side the joint was relocated and the tuberosity fracture was repositioned. K wires were passed securing the tuberosity fracture and were advanced further to transfix the glenohumeral joint, maintaining reduction. On right side, reconstruction of proximal humerus fracture was done using simple plate and screws. The reconstructed proximal humerus was then relocated into the glenoid cavity and transfixed with K wires. Primary rotator cuff repair was done on both the sides. Deltoid muscle was repaired in single layer. Wound was closed in layers. Bilateral U slab immobilization was done \[[Fig. 3](#F3){ref-type="fig"}\]. The shoulders were kept immobilized for 3 weeks at the end of which K wires were removed and shoulder rehabilitation was started. At one year follow up the patient had acceptable range and was able to carry out daily activities. Radiographs showed good union ([Fig. 3](#F3){ref-type="fig"})

![a-clinical photo showing bilateral flattening of shoulder contour. b- Preoperative radiograph - bilateral anterior dislocation of the shoulders with bilateral fracture of the humeri](JOCR-2-7-g001){#F1}

![Radiograph of patient post operatively (AP view) showing reduced joints and fixation with kirschner wire and plate & screw](JOCR-2-7-g002){#F2}

![Radiograph of patient one year post surgery (AP views) showing reduced joints and united fractures](JOCR-2-7-g003){#F3}

Discussion {#sec1-3}
==========

Simultaneous bilateral anterior dislocation of the shoulder associated with bilateral fracture of the proximal humeri is quite rare and only a few cases have been reported in the literature \[[@ref3]-[@ref7]\]. The most common mechanisms producing bilateral anterior dislocation or fracture dislocation of the shoulder are violent bilateral traction and sudden muscular contractures, or bilateral deceleration forces associated with trauma\[[@ref6]\]. In most cases with anterior dislocation of the shoulder, the associated fracture is a 2-part fracture. The present case had one side 2-part and other side 4 part anterior fracture- dislocation and the injury was caused by a first seizure episode.

Bilateral simultaneous shoulder fractures are usually the consequence of a severe trauma, as in road accidents, falls, high-energy traumas, and electroconvulsive therapy employed in the treatment of severe mental disorders \[[@ref2]\]. All such injuries cause the fractures by direct trauma, when the shoulders are beaten against a hard surface. The injury mechanism of anterior dislocation of the shoulder is forced extension, abduction, and external rotation. A direct blow to the posterior aspect of the shoulder or a sudden and violent contraction of muscles around the shoulder can result in anterior dislocation. Unilateral anterior dislocation of the shoulder is common because of the position naturally adopted by the upper extremity during a fall. However, bilateral occurrence is rare because in almost all instances one extremity takes the brunt of the impact \[[@ref7]\].

Treatment options for proximal humerus fracture dislocations in such cases requires individualised approach for each side as per the personality of the fracture. Treatment options for proximal humerus fractures include operative and non-operative methods, but non operative treatment of complex i.e., three part and four-part fractures is well known to result in malunion and stiffness of the shoulders. The greater tuberosity is displaced in the approximately 15% of all anterior dislocations\[[@ref10]\]. When a two part fracture dislocation is associated with a greater tuberosity fracture that is displaced, the diagnosis of rotator cuff tear is almost certain, and this can cause long term instability and functional impairment if the greater tuberosity fragment is not anatomically reduced \[[@ref9]-[@ref12]\]. Therefore we selected surgical fixation for this patient. Another issue that complicated our case was the delayed presentation. This is common in our country and many a times the first to treat is a local osteopath. Closed relocation was not possible and we had to do an open reduction, however the results at the end of one year were acceptable in spite of delay. A longer follow up with avascular necrosis in mind (specially for right side) will be needed.

Conclusion {#sec1-4}
==========

Bilateral simultaneous anterior fracture dislocation of the shoulder is rare. The planning has to be according to individual fractures and open reduction might be needed in delayed presentations. The early results are good even with complicated injury, rotator cuff tears and delayed presentation as seen in our case.

###### Clinical Message

In summary it can be stated that despite the rarity of lesion it should be kept in mind when patients with shoulder pain after a seizure adequate x-rays and preoperative planning is essential.. These cases need open reduction and internal fixation with early mobilization. Good results can be expected even in cases with delayed presentation

Authors Corner {#sec1-6}
==============

*The cases of Bilateral anterior fracture dislocations are rare and only about few cases have been reported in literature. Hence we thought of reporting this case. This report will help in planning specially in delayed presentations. After reduction these fractures need to be treated individually as per the personality of the fracture as per current methods to treat the proximal humerus fractures. We also stress that early mobilization with rehabilitation and long term follow up is needed*.
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